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Abstract
Violence against women and girls is an important global health concern. Numerous health 
organizations highlight engaging men and boys in preventing violence against women as a 
potentially impactful public health prevention strategy. Adapted from an international setting for 
use in the US, “Manhood 2.0” is a “gender transformative” program that involves challenging 
harmful gender and sexuality norms that foster violence against women while promoting 
bystander intervention (i.e., giving boys skills to interrupt abusive behaviors they witness among 
peers) to reduce the perpetration of sexual violence (SV) and adolescent relationship abuse (ARA). 
Manhood 2.0 is being rigorously evaluated in a community-based cluster-randomized trial in 21 
lower resource Pittsburgh neighborhoods with 866 adolescent males ages 13–19. The comparison 
intervention is a job readiness training program which focuses on the skills needed to prepare 
youth for entering the workforce, including goal setting, accountability, resume building, and 
interview preparation. This study will provide urgently needed information about the effectiveness 
of a gender transformative program, which combines healthy sexuality education, gender norms 
change, and bystander skills to interrupt peers’ disrespectful and harmful behaviors to reduce 
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SV/ARA perpetration among adolescent males. In this manuscript, we outline the rationale for and 
evaluation design of Manhood 2.0.
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1. Introduction
1.1. Background and rationale
Sexual violence (SV) and intimate partner violence affect at least one in three women in the 
world [1] including in the United States [2]. Among adolescents in the US, non-partner SV 
often co-occurs with adolescent relationship abuse (ARA; physical, sexual, or emotional 
abuse by a partner) victimization [3], and such experiences are associated with poor health, 
including suicidality, depression, substance use, unintended pregnancy, and sexually 
transmitted infections (STIs) [4–13]. Perpetration of SV/ARA is associated with multiple 
individual and contextual factors, including exposure to adverse childhood experiences, poor 
conflict resolution and relationship skills, and norms that condone violence perpetration 
[14]. Prevention entails modifying potential perpetrator behaviors, which in turn requires 
attention to both individual attitudes and the normative peer context. [14]
This study addresses SV and ARA perpetrated against adolescent females as a gendered 
problem, based on multiple studies demonstrating the relationship between males’ gender 
inequitable practice (attitudes and behaviors that degrade women and promote ‘rigid 
masculinity’) and SV/ARA perpetration by adolescent males [15–27]. Gender inequitable 
practice is associated with poor health outcomes for men (including HIV infection) and 
increased violence victimization and poor outcomes for women [22,28–30]. Health 
interventions that focus on promoting gender equity demonstrably reduce violence and 
substance use, increase condom use, decrease transactional sex, and increase communication 
between couples. [31–39]
As SV/ARA perpetration often emerges in the context of male peers who demonstrate 
negative attitudes toward females, endorse bias-based prejudices regarding homosexuality 
and condone abuse perpetration [40–47], prevention requires addressing potential 
perpetrator attitudes and behaviors as well as the gendered peer environment in which they 
are embedded. Perceived peer tolerance for SV/ARA may promote individual likelihood of 
these behaviors, and may reduce comfort and ability to intervene when faced with negative 
behaviors among peers, contributing to a social climate that enables such behavior [42]. 
Many violence prevention programs focused on social norms change employ a bystander 
behavior approach, in which individuals are taught skills to respond with active intervention 
in SV/ARA rather than with apathy or tolerance [48,49]. This study draws on building 
bystander intervention skills combined with evidence from international settings that 
demonstrated the effectiveness of encouraging critical analysis of gender norms, challenging 
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homophobia and gender-based harassment, and building skills both to critically question 
harmful masculine norms and to employ more equitable behaviors.
The literature on adolescent sexual health promotion also underscores the need for skills 
building that includes an emphasis on respect, communication about pregnancy and STI and 
HIV/AIDS prevention, condom negotiation, sexual consent, and learning about reproductive 
and sexual coercion [50–52]. The most effective sexual health interventions also address 
gender and power [53]. Integration of open, in-depth discussions about respectful sexual 
behaviors that also address homophobia and rigid masculinity norms may simultaneously 
reduce SV/ARA perpetration and improve sexual health. In international settings, sexual 
health promotion programs that incorporate changing cultural norms around masculinity 
(i.e., “gender transformative” programs), focused on older adolescents and young adults, 
have demonstrated significant positive shifts in gender attitudes as well as increased use of 
condoms and decreased reporting of men’s use of violence towards an intimate partner 
[29,32,43,54,55]. This is the first study to test the effectiveness of a community-based 
program for adolescent males that combines healthy sexuality skills, gender norms change, 
and bystander skills to interrupt peers’ disrespectful and harmful behaviors to prevent 
SV/ARA perpetration among adolescent males.
2. Methods
2.1. Adaptation of an international gender transformative curriculum
The intervention to be tested in this study – titled “Manhood 2.0” – is the first U.S. 
adaptation of the well-established Program Η (“H” stands for “homem” meaning “man” in 
Portuguese), a gender-transformative curriculum tailored for young men (https://
promundoglobal.org/programs/program-h/). Developed in Brazil by Promundo (a global 
gender equality and violence prevention organization) and their partners in global health, 
Program H is an integrated curriculum and community outreach model (see: Fig. 1) to 
engage adolescent and adult men in health promotion, gender equality, and gender-based 
violence prevention that has been implemented in 29 countries. The evaluation studies 
conducted to date in global settings have found promising changes in attitudes that support 
gender-based violence and in some settings to lead to reductions in young and adult men’s 
reported use of violence. Based on these results, Program H has been acknowledged by 
PAHO, UNICEF, UNFPA, UNDP, the World Bank and the Brazilian Ministry of External 
Relations as a best practice in promoting gender equality.
Program H was identified by the PI as a promising program to adapt for efforts to prevent 
SV/ARA in the U.S. The key adaptations of Program H to create Manhood 2.0 include 
additional discussions of social media use, internet pornography, deeper explorations of 
inter-sectionality using visual art (examining the unique experiences of racism and 
marginalization experienced by young African-American men in the United States, 
examining white privilege, male privilege), female-controlled contraception (including long-
acting reversible contraception [LARCs]), and practicing bystander intervention skills.
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2.1.1. Theoretical and empirical basis for the intervention—There are several 
theoretical and empirical bases for the Manhood 2.0 intervention on SV/ARA perpetration, 
including:
2.1.1.1. A program that integrates gender norms change, education about healthy 
sexuality, and promotion of positive bystander intervention behaviors is likely to 
address several modifiable risk factors related to SV/ARA perpetration.: From the 
evidence emerging from the epidemiology of SV/ARA and studies of current SV/ARA 
prevention programs, SV/ARA perpetration prevention requires integration of several core 
intervention components that are theoretically and empirically grounded [14,56–59]. 
Consistent with Social Norms Theory [42,60] and Theory of Reasoned Action combined 
with the Theory of Gender and Power [61], the Manhood 2.0 program trains prevention 
educators to facilitate discussions with adolescent males that: 1) promote gender equitable 
attitudes, 2) encourages adolescent males to reflect on how gender norms and power 
dynamics influence behaviors related to violence and sexual behaviors 3) educates 
adolescent males in healthy sexuality skills to increase sexual communication, consent, and 
recognition of sexual coercion, and 3) encourages positive bystander intervention when 
witnessing violent and inequitable behaviors among peers. By encouraging critical reflection 
and challenging harmful and violent and inequitable behaviors in the context of heterosexual 
relationships, this intervention aims to address the parts of youth socialization that endorse 
norms, attitudes, and behaviors that facilitate violence and unhealthy behaviors. In doing so, 
the program aims to promote critical transformation of these norms towards gender equity.
Shifting gender norms, reducing homophobic attitudes, educating about sexuality and sexual 
consent, and developing positive bystander intervention skills influence not only individual 
attitudes and behaviors, but also the peer and social context in which these youth are 
embedded. A program that integrates these areas (gender norms change around rigid 
masculinities, reflection on power dynamics, education about healthy sexuality, and positive 
bystander intervention) has not yet been rigorously evaluated in the U.S.
2.1.1.2. Community-based SV/ARA prevention programs which are flexible around 
how and when curriculum is delivered and which do not rely on school district 
approvals for implementation are needed.: Some school-based teen pregnancy and HIV 
prevention education efforts in the U.S. have emphasized abstinence and facts about 
contraception, condom use, and STIs [62,63]. Simultaneously, few pregnancy and HIV 
prevention programs address SV/ARA, sexual consent, condom negotiation, and gender 
norms. Whereas school-based classroom instruction is often broken into one to two hour 
segments [64–66], implementation in more informal community settings allows for lengthier 
and deeper conversations about sexuality and violence over the course of several days that is 
likely to increase interactions, questions, and personal reflections among youth [67].
2.1.1.3. Youth development-focused community programs engage adolescent males 
living in socially disadvantaged neighborhoods through a range of modalities including 
community-based athletics, after school programs, employment programs, and truancy 
programs.: The population for this study is adolescent males ages 13–19 (primary focus is 
high school-age youth) living in the socially disadvantaged, primarily African American 
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neighborhoods of Pittsburgh. The rationale for focusing on primarily African American 
youth in lower resource neighborhoods is two-fold.
First, racial/ethnic disparities in health in Pittsburgh are stark. The county has the second 
highest rate of teen birth to African American adolescent females in the state [68], a 
prevalence of STIs among African American adolescent females that is twice the national 
average [69,70], while firearm-related injuries and death disproportionately impact both 
African American males and females [71,72]. Exposures to community violence, as well as 
the social context for unintended pregnancy and STIs, are closely linked to increased 
vulnerabilities for sexual violence [45,47,73]. Our research and others have underscored the 
multiple ways that poverty increases these vulnerabilities including through economic 
dependency, sexual exploitation, drug trade, survival sex, and gang affiliation [73–76]. 
Prevention efforts in communities with high prevalence of poverty, violence, and poor health 
outcomes are needed, informed by the social and economic justice frameworks that are the 
foundational principles among the community partners and stakeholders participating in this 
project.
Second, the prevention educators working within these youth-serving agencies are from the 
communities in which they are working, and are highly trusted and respected. Many also 
oversee informal athletic programs, after-school programs, and school-based prevention 
education, allowing them to work across multiple social settings. Thus, these community 
programs and facilitators are well positioned to recruit and retain a heterogeneous sample of 
adolescent males and their peers through these existing social networks. In line with core 
principles for prevention programs, as recommended by Nation [67], these prevention 
educators are likely to be able to connect with youth in meaningful and sustainable ways.
2.1.1.4. Sustainable, scalable community programs to prevent SV are needed.: We 
have too few evidence-based SV/ARA prevention programs in the U.S. focused on 
adolescents that can be delivered by community members/youth agency staff without 
extensive training [64–66]. We have only one evidence-based SV/ARA prevention program 
focused on adolescent males and that is in the context of school-based athletics only [37,77]. 
No evidence-based SV/ARA programs for youth take place outside of the classroom or 
school-based athletics setting. This study will advance scientific knowledge about SV/ARA 
perpetration prevention (with an emphasis on primary prevention) and address these gaps in 
the existing evidence base. This research will provide urgently needed information about the 
relevance of an innovative community-based SV/ARA prevention program adapted from 
international prevention efforts for implementation with adolescent males in community-
based settings.
The intervention involves an 18 h curriculum divided into six 3h sessions delivered once or 
twice a week (generally over 3 to 6 week time period). This design builds on primary 
prevention principles that emphasize a comprehensive, theory-driven approach, sociocultural 
relevance, well-trained staff, opportunity for building positive relationships with youth, 
sufficient dosage (through repeated exposure to content), and youth participation balanced 
with feasibility and cost of implementation approaches [67,78]. Program implementation 
relies on the youth development infrastructure and community-based networks already in 
Abebe et al. Page 5
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
place at participating YMCAs, Urban League, and other youth development organizations in 
Pittsburgh, including the ability to reach diverse adolescent males with the assistance of 
other youth-serving community agencies including schools, libraries, and churches. Multiple 
stakeholders at the local, regional, national, and global level are involved to ensure the 
program is relevant, easy to implement, and replicable, thus if found to be effective, could be 
widely disseminated as a promising prevention program.
2.2. Objectives
This cluster-randomized community-based intervention will examine the effectiveness of a 
program for the primary prevention of SV/ARA titled “Manhood 2.0.” This program seeks 
to alter gender norms that foster SV/ARA perpetration, while promoting bystander 
intervention (i.e., giving boys skills to interrupt disrespectful and abusive behaviors they 
witness among peers) and respectful sexual behaviors, to reduce SV/ARA perpetration.
The primary objective of this study is to test the effectiveness of Manhood 2.0 compared to a 
job skills development curriculum on 1) reductions in self-reported perpetration of SV and 
ARA (Primary Outcome) toward females and 2) increased positive bystander intervention 
behaviors (Secondary outcome). Intermediate outcomes include increased condom self-
efficacy; contraceptive use attitudes; increased recognition of abusive behaviors; increased 
gender-equitable attitudes; and increased intentions to intervene with peers.
2.3. Trial design
This study design involves a two-arm cluster-randomized-controlled trial conducted with 
adolescent males ages 13–19 recruited from youthserving community agencies in Pittsburgh, 
PA. Twenty-one clusters from 20 neighborhoods were randomly allocated to the intervention 
or control arm. Participants (n = 866) complete surveys prior to program implementation 
(baseline) and immediately following the program (end of program, EOP). Follow-up 
surveys are collected 3 months (T2) and 9 months (T3) after end of program. Baseline 
surveys are completed in-person using tablets to complete the survey online; EOP, T2, and 
T3 are also completed in-person on a tablet or remotely using survey links that are texted or 
emailed to participants using contact information provided with recruitment. Retention is 
facilitated by collecting detailed contact information and offering incentives for survey 
completion ($50 total for baseline, feedback surveys throughout the program, and EOP; $30 
for T2; $50 for T3) (see Fig. 2 for study flow).
2.4. Participants, interventions, and outcomes
2.4.1. Study setting and site eligibility criteria—This study involves 20 
neighborhoods and 21 clusters in the Pittsburgh area; within each neighborhood, one to four 
different community partner organizations (referred to as “community partners” here) 
participated. Neighborhoods were recruited by identifying a potential community partner 
who could host the program and were willing to be randomized to receive the intervention or 
control programming. These community partners included youth-serving organizations, 
YMCA, Urban League, faith-based organizations, and libraries. Additionally, we partnered 
with the county’s community intensive surveillance program, a diversion program for youth 
involved in the juvenile justice system.
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Neighborhoods were identified based on having sites where the YMCA, Urban League, or 
other youth serving partners had existing programs and which were considered lower 
income communities based on census information and school district data. Asset maps were 
created for each neighborhood with the goal of identifying community champions and 
youth-relevant resources to support this community-based project. The strong partnerships 
established with key stakeholders in each of these sites (including site coordinators, 
facilitators, and community members) facilitated recruitment and retention as described 
below.
Among the 20 participating neighborhoods, the proportion of students attending public high 
schools in those neighborhoods considered economically disadvantaged ranges from 32 to 
100%; the high school graduation rate for those same school districts ranged from 63 to 
97%. Each of these neighborhoods struggle with poverty, school ‘push-out’ (disciplinary 
actions that push youth, especially African American boys, out of the regular school 
system), and among the highest rates of gang and gun violence in the county (see Table 1 for 
neighborhood characteristics). These characteristics were compared by treatment arm using 
Kolmogorov-Smirnov two-sample exact tests due to their nonnormal distributions. 
Neighborhood characteristics did not vary between the intervention and control arm 
neighborhoods.
Within the 20 participating neighborhoods, there were a total of 40 sites/community 
partners/locations approached and 38 agreed to participate. The composition of the 
participating sites included 11 places of worship, 20 community centers, 2 public libraries, 
and 5 juvenile justice community intensive surveillance program centers. One site (cluster) 
was located at the downtown Urban League office and consisted of youth involved in an 
African American young men’s leadership group who came from several different 
neighborhoods and schools in the Pittsburgh area.
2.4.2. Participant eligibility criteria—Manhood 2.0 was designed for high school age 
youth for implementation in community-based settings. Eligible youth were between the 
ages of 13 to 19, who identified themselves as male, were residents in the neighborhood 
where the site was located, and were willing to participate in an 18 h gender-specific 
program. Youth were allowed to participate in the program (intervention or control) without 
participating in the research.
2.5. Experimental and control arms
Program Delivery: Both experimental and control arm interventions involved 18 h of 
curriculum, generally spread out over 3 to 6 week periods. The program was delivered with 
some variation in schedules to meet the needs of community partners and participating 
youth. Such configurations included but were not limited to: three 6-h sessions spanning 
three weekdays during the summer (for job skills training only), nine 2-h sessions held twice 
per week on weekday evenings, and six 3-h sessions held once or twice per week on 
weekday evenings or Saturday afternoons (which was the preferred and most commonly 
used design).
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Fidelity to intervention: For both intervention and control arms, research assistants were 
present at every session to track attendance, facilitate program implementation logistics 
(such as ordering food), and to complete detailed fidelity forms that assessed facilitators’ 
ability to deliver the content of the program as intended.
2.6. Manhood 2.0 (experimental arm)
In prior implementations of the Program H curriculum in international settings, we found 
that intensive sessions spread over a period of several weeks results in greater uptake by 
youth and is more feasible in community settings (rather than trying to schedule a 3 day 
consecutive, overnight event that incurs significantly more resources) [29,54].
Program Content: Manhood 2.0 guides youth to explore and reflect upon social 
constructions of masculinity, describe healthy relationships, discuss healthy sexual 
behaviors, identify coercive and disrespectful behaviors, and practice skills to intervene 
when witnessing peers’ disrespectful and harmful behaviors, with repeated reflection on 
gender norms throughout these sessions. The curriculum involved three main topic areas. 
The first focuses on the theme of gender, masculinity and power, allowing the young men to 
actively reflect on the messages and expectations that they have received from society about 
manhood and gender norms. The second topic focuses on the theme of violence. This 
includes several components: an exploration of the various forms of violence, its impact on 
communities, and the role that masculinity may contribute; identifying healthy versus 
unhealthy romantic relationships; sexual consent and decision making; and bystander 
interventions when witnessing abusive behavior. The final topic area focuses on sexual and 
reproductive health, which includes providing information about sexual health and 
contraception, condom and contraceptive demonstrations, tying health behaviors and access 
to health facilities to conceptions of masculinity, and opportunities to ask medical 
professionals sexual health-related questions.
2.7. Job skills curriculum (control arm)
The job skills readiness program was developed and tested, and is widely used throughout 
the county, called “Jump Start Success Work Readiness and Career Exploration Training” 
(http://www.youthworksinc.org/jumpstart_success/index.html). The sessions were set up to 
mimic the timing for the intervention curriculum (18 h curriculum).
Program Content: The curriculum covers topics from career options and goal setting to 
interviewing skills. The entire curriculum involves 9 modules. For the purposes of this study, 
the facilitators focused on the first 6 modules (to mimic Manhood 2.0 structure) with an 
emphasis on goal setting, future orientation, learning about building a resume, interviewing 
skills, and workplace expectations.
2.8. Training of facilitators for control and intervention
The initial training for Manhood 2.0 occurred over 3 days to develop a core group of 
facilitators for the study. The first 2 days involved understanding the program’s 
methodology, learning more about the activities and the opportunity to practice activities for 
feedback from their colleagues; the final day involved a pilot with boys from a school 
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district not involved in the study who provided feedback on the curriculum for further 
refinement. Because Jump Start is an established program with an experienced facilitator, an 
initial training for the facilitator of the control group was not necessary.
Subsequent trainings for both the control and experimental programs were primarily 
comprised of one on one and/or small group mentorships, using an apprenticeship model, 
where the facilitator(s) shadowed and worked alongside an experienced lead facilitator at a 
site, for the entire 18-h curriculum. This model enabled facilitators to pair with a lead 
facilitator and work their way from observing a discussion and/or session to co-facilitating 
to finally leading a complete session on their own, through an iterative process 
encompassing a series of check-ins, evaluations, and feedback. During the observation 
process, facilitators were encouraged to experience and examine all elements of the 
program, particularly activity and session flow and timing and the dynamic between 
facilitators and participants and amongst participants themselves. In addition, during the 
observation period, facilitators were required to review and become familiar with the 
curriculum. Depending on experience and comfort level, facilitators were welcomed to 
engage in discussion. Facilitators were deemed ready to lead a session if they had 
participated as a co-facilitator, were observed leading each activity, and if the feedback 
forms from youth and fidelity checks conducted by research assistants consistently showed 
adherence to program content. This approach to training community-based facilitators 
creates a longer-term sustainability plan, with lead facilitators training newly interested 
facilitators from their community.
After each session, the facilitator would reconvene with the lead facilitator to debrief and 
examine implementation. Participant engagement and behavior, program delivery and 
timing, and learning objectives were priority topics addressed during debriefing. These 
elements were also captured on fidelity forms completed by research assistants during each 
program session. Post-session development also included biweekly check-ins with project 
coordinators to analyze feedback and fidelity forms. These meetings ensured maintenance of 
fidelity and program goals, in a timely fashion. If facilitators needed to improve on the 
delivery of a certain activity or topic or if there were issues with engagement, immediate 
action was taken to directly address the situation and work towards better implementation 
for the subsequent session.
Separate conferences (generally every two to three months) were held for job skills 
intervention facilitators to support facilitators in their development. All facilitators were 
required to attend these conferences to share their perspectives on the program and also 
receive collective feedback on overall implementation. Conferences allowed for 
teambuilding and training. Lastly, extra source materials such as videos, websites, articles, 
and other media were consistently provided or recommended to support development of 
facilitator knowledge and skills and keep content up to date.
2.9. Outcomes
All outcomes are collected via self-report on anonymous surveys by participants (Table 2).
Abebe et al. Page 9
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
2.10. Primary outcome
2.10.1. SV/ARA perpetration—At baseline and T3 (9 months post-intervention), 
participants report whether they perpetrated the following SV or ARA behaviors in the last 9 
months. The primary outcome measure for the study is any report of SV or ARA 
perpetration, i.e., yes to any of the following items.
The following two constructs focus on ARA behaviors against a dating partner. “Any ARA 
perpetration” is measured as a yes to any of these 13 items.
2.10.2. Physical/sexual relationship violence—Three items are used to assess 
physical or sexual violence perpetration against a partner or ex-partner [79]. Participants 
report whether they performed each action, which is dichotomized as yes to any. Examples 
include “hit, pushed, slapped, choked or otherwise physically hurt someone you were going 
out with or hooking up with?” and “used physical force or threats to make someone you 
were going out with or hooking up with have sex (vaginal, oral, or anal sex) when they 
didn’t want to?”
2.10.3. Dating abuse—A ten-item scale, developed for use with high school-aged 
students, is used to assess whether the participant perpetrated any abuse against a dating 
partner [37]. Examples include “convinced them to have sex, after they said no a few times” 
and “told them not to talk to others or told them who they could hang out with. ” A positive 
response to any of these items is counted as any ARA perpetration.
“Any SV perpetration” is measured as yes to any of the sexual relationship violence and 
dating abuse items above as well as yes to any of the behaviors below.
2.10.4. Non-partner sexual violence—To measure whether a participant committed 
sexual violence against a non-partner, the two sexual IPV items were modified to query for 
people they had NOT gone out with or hooked up with, and included friends, family, and 
strangers [79]. Responses are dichotomized as yes to any.
2.10.5. Incapacitated sex—Participants are asked if they had done something sexual 
with someone when that person was “too drunk or high to stop you,” [80] with a response of 
“yes” coded as yes to incapacitated sex.
2.10.6. Use of drugs or alcohol on purpose for sex—Participants are asked 
whether they had purposely given someone alcohol or drugs to do something sexual with 
that person [81]. A response of “yes” is coded as yes to use of drugs or alcohol on purpose 
for sex.
2.10.7. Sexual harassment—Five items assess the frequency with which a participant 
has engaged in sexual harassment against someone from “making unwanted sexual 
comments” to “touching or grabbing them in a sexual way.” [82,83] Any endorsement of 
these behaviors is coded as yes for sexual harassment.
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2.10.8. Cyber sexual abuse—Given the ubiquity of social media and smartphones, 
three items assess for frequency of sexual harassment, including “try to get them to talk 
about sex when they did not want to” and “post or publicly share a nude or semi-nude 
picture of them” using mobile apps, social networks, texts, or other digital communication 
[3,84,85]. Any endorsement is coded as yes for cyber sexual abuse.
2.11. Secondary outcomes
2.11.1. Positive bystander intervention behaviors—A scale developed for use with 
high school students is used to determine whether participants will intervene or interrupt in a 
positive manner when they witness disrespectful or abusive behaviors by peers [37]. The 
scale first assesses whether participants had witnessed nine different abusive behaviors 
among their peers (e.g., “making rude or disrespectful comments about a girl’s body, 
clothing, or make-up”). For each behavior witnessed, participants are asked if they 
performed three positive behaviors (e.g., “I talked to an important adult about it”). Reporting 
at least one positive response per behavior witnessed is summed for the 9 items, creating a 
maximum summary score equal to 9.
2.11.2. Condom negotiation self-efficacy—A 5-item scale is used to assess how 
confident participants feel about negotiating condom use with a partner [86]. Three positive 
(e.g., “I feel confident in my ability to suggest using condoms with a new partner”) and two 
negative (e.g., “If I were unsure of my partner’s feelings about using condoms, I would not 
ask my partner to use one”; reverse coded) are used. Responses are on a 5-point Likert scale, 
with values from “strongly disagree” to “strongly agree.” The scale is analyzed using the 
mean score.
2.11.3. Attitudes related to condom and contraceptive use—A 10-item scale 
evaluating the participants’ temperament towards the usage of condoms and other 
contraceptive modalities. Examples of these 10 items include [87–90], “using birth control 
makes sex feel unnatural” and “I am in favor of my partner and me using birth control. The 
attitudes are measured by utilizing a 5-point Likert scale from “strongly disagree” to 
“strongly agree” and a mean score is calculated; a higher score indicates a more positive 
attitude towards condom and contraceptive use.
2.11.4. Recognition of ARA—Recognition of abusive behaviors is measured with a 12-
item scale that addresses the ability of participants to recognize offensive and harmful 
actions against a partner as abusive [91]; for example, “name calling or insulting them” and 
“threatening to hit them”. Responses range on a 5-point Likert scale from “strongly 
disagree” to “strongly agree. ” A mean score across the 12 items is calculated, with the 
higher score indicating higher recognition of abusive behaviors.
2.11.5. Gender equitable attitudes—A 13-item scale is utilized to measure 
participants’ views on gender-equitable norms [37,92,93], such as, “A guy never needs to hit 
another guy to get respect” and “I would be friends with a guy who is gay”. Response 
options are on a 5-point Likert scale from “strongly disagree” to “strongly agree” and a 
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mean score across the 13 items is calculated. A higher mean is indicative of more equitable 
attitudes.
2.11.6. Intentions to intervene with peers—Utilizing eight items, this attitudinal 
measure assesses the likelihood for a participant to intervene when witnessing a range of 
harmful behaviors amongst male peer students, similar to the scenarios for assessing actual 
bystander intervention behaviors described above [37]. Responses are on a 5-point Likert 
scale from “very unlikely” to “very likely” and a mean score across the eight items is 
calculated; a higher score indicates greater intentions to intervene.
2.12. Sample size
Power and sample size calculations were based on clinically meaningful differences between 
treatment groups with respect to changes in the outcomes across time (i.e. intervention 
effect). For the primary outcome - any SV/ARA perpetration at Time 3, the detectable 
difference between arms was calculated based on traditional methods that assumed a fixed 
number of clusters as well as fixed number of subjects per cluster [94]. Twenty-one clusters 
were randomized, assuming a within-cluster intra-class correlation (ICC) of 0.01 (within-
school correlations for abuse perpetration, similar to our team’s prior work with a related 
sexual violence prevention program with male athletes [37,95]), and a 20% baseline SV 
perpetration rate in the control arm. With 866 participants (approximately 41 boys at each 
site) and an 80% retention rate at Time 3, we expect to have 80% power to detect an absolute 
difference in SV perpetration of 8.3 (42% relative decrease) due to the intervention. We 
anticipate having ample power to detect clinically meaningful changes in bystander 
behaviors and the secondary outcomes as well. Based on previous studies, the within-cluster 
ICCs for each of our secondary outcomes ranged from 0.006 to 0.01. If we assume the upper 
end of that range, we will have at least 80% power to detect standardized mean differences 
as small as 0.23 between study arms.
2.13. Recruitment
For recruitment of eligible youth, we relied on the network of community partners we had 
identified in the asset maps created for each neighborhood cluster. This included site leaders, 
program facilitators, recruiters with strong connections to their community, prevention 
specialists embedded in schools, school districts that offer community-based programs as an 
alternative to suspension, and the Community Intensive Supervision Program (CISP) for 
youth involved in the juvenile justice system. Participant recruitment started in July 2015 
and continued until the sample size met our estimates, through May 2017.
Using respondent driven sampling (RDS), former and current participants could refer their 
friends to the program. Participants interested in RDS received a packet of information on 
how to recruit a friend or neighbor and five recruitment coupons. When newly-recruited 
participants came to their first session and turned in their recruitment coupon, the peer 
recruiter was compensated $5, up to $25 overall.
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2.14. Assent and consent
Adolescent males ages 13–19 received a description about the research study and parental 
letter about the study from the community sites. The parent letter included an option for 
parents/caregiver to decline their child’s participation. We received a waiver of parental 
permission and waiver of signed consent from the University of Pittsburgh Human Subjects 
Research Protection Office. Research assistants reviewed the verbal consent form with youth 
at the beginning of the first session and answered any questions pertaining to confidentiality, 
the program flow, and survey time points. The consent form covered all 3 waves of data 
collection, Time 1 through Time 3 as described earlier.
2.15. Retention in program
Once community partners recruit youth, retention throughout the 18-h curriculum is a key 
focus. Upon enrolling in either the control or experimental arm, prospective participants 
received program information, signed an assent form and completed a contact information 
sheet. Research assistants ensure that the document is legible and that all fields are 
completed. Research assistants use this information to contact the participant prior to each 
session to remind them of the session. If youth are not present at the beginning of a session, 
research assistants and facilitators will contact the participant to encourage them to join late.
2.16. Assignment of interventions
2.16.1. Randomization—Randomization was performed at the neighborhood level (i.e., 
cluster) to reduce risk for contamination. The initial randomization included 10 clusters that 
were assigned to experimental or control conditions. The study statistician performed this 
randomization, stratifying by lead site in that neighborhood (YMCA, Urban League, or 
Other), such that within each stratum, each site/neighborhood had a 50/50 chance of being 
assigned to intervention or control. Due to a combination of lower-than-expected recruitment 
by neighborhood (target = 96 participants each) and the interest from other community 
partners, we individually randomized an additional 11 neighborhoods, stratified by type of 
site. This resulted in a total of 21 clusters randomized, with 11 assigned to experimental and 
10 assigned to control. All neighborhoods in the study met the original criteria of being 
socially or economically disadvantaged and/or predominantly African American.
2.16.2. Blinding—Randomization was performed after approval for the study was 
obtained for a site in a new neighborhood so that the randomization assignment would not 
influence a site’s willingness to participate. Notably, the PI was blinded from randomization 
until she had successfully recruited a site to participate in the study. Due to the study design, 
investigators, research staff, community partners, facilitators, and youth participants could 
not be blinded to study assignment.
2.17. Data collection, management, and analysis
2.17.1. Data collection—There are several points of data collection throughout the 
study, starting at baseline all the way through T3: baseline surveys, feedback forms, End of 
Program (EOP) survey, T2 and T3 follow up surveys. The surveys are all anonymous, linked 
by a personal study code that youth create by answering a series of questions that only they 
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know the answer to at the beginning of each survey. This method of using a personal study 
code was selected to ensure anonymity and increase the likelihood of honest responses. [96–
99]
In addition to survey data, other sources of data for this study (primarily for process 
evaluation and assessing intervention fidelity) include: 1) feedback forms completed by 
youth after the end of each session; 2) fidelity forms completed by research assistants at 
each session; 3) interviews with site leads and facilitators; 4) confidential interviews with 
youth (after Time 3 data collection).
2.17.2. Data management—Baseline and follow-up survey participation coincided 
with the beginning of the intervention (Time 1), end of the program (EOP), and three (T2) 
and nine (T3) months following the end of the 18 h program (i.e., round). All sites conduct 
web-based surveys (back up paper surveys are used as needed) on tablets using REDCap, an 
online data management and survey system. Participation in the 3- and 9-month follow-up 
surveys (T2 and T3 surveys, respectively) are facilitated via tracking of participants with the 
help of community partners at each site. Youth provide detailed contact information at 
baseline to facilitate follow up. Contact information is confirmed again at sessions following 
the baseline survey, and at the T2 survey. Youth are also called or texted periodically by 
research assistants between follow-up surveys to ensure that contact information is still 
valid. Finally, for those that miss an EOP or T2 survey in the appropriate time frame, a 
comprehensive “make-up” survey is offered (with the same monetary compensation) to 
update contact information and increase the likelihood they’ll participate in the next survey.
Responses to the anonymous web-based secure survey are entered by the youth participants 
themselves on an electronic tablet; no data are stored on the computers themselves. Only 
research staff who have been added to the project can access this online database. Data are 
downloaded and stored on a password-protected share drive that can only be accessed by 
users with the appropriate permissions. No names are connected to the survey data as each 
participant creates their own secret code as described above.
The only study documents that contain unique personal identifiers are contact forms and the 
contact list of participants (youth and prevention educators) that are kept to assist with re-
contacting participants for follow up surveys). Contact forms are stored in a secure file 
drawer inside the locked office of the PI whenever not in use. Contact forms are stored 
separately from any survey data collected in this study (the survey data are collected via 
computer and immediately housed in a password-protected secure database). The names of 
participants are kept in encrypted files on a password-protected server behind the UPMC 
firewall.
2.17.3. Process evaluation data collection—Data are collected to assess the quality 
of program implementation. Research assistants are present at each intervention session and 
complete a fidelity form to ensure consistent implementation of the intervention or control 
program as intended as well as unforeseen barriers to implementation. These feedback forms 
are reviewed by the lead facilitators and PI regularly to provide immediate feedback to 
facilitators should mid-point corrections be needed.
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Youth also complete a feedback form at the end of each session which is reviewed by the 
facilitators and research assistant to gauge youth interest and engagement in the topics and to 
make mid-point adjustments to program content and delivery as needed.
In addition to the end of program survey that encourages youth to provide feedback on the 
entire 18-h curriculum, after completion of the T3 (final) follow up survey, youth in the 
intervention arm are invited to participate in a semi-structured interview about their 
experiences with the program. Interviews with site leads and facilitators provide additional 
feedback on the program to guide ongoing implementation including sustainability in the 
participating neighborhoods. Collectively, process evaluation data will be used to inform and 
improve the intervention content and implementation guidance.
2.18. Statistical methods
Generalized linear mixed models will be used to account for the correlation among youth 
from the same cluster as well as the correlation between observations from the same youth. 
Descriptive statistics will be used to summarize the sample with regard to baseline 
characteristics of interest. Means and standard deviations will be presented for continuous 
variables, while sample proportions will be provided for categorical variables. 95% 
confidence intervals will accompany all sample statistics. Primary assessment of 
intervention effects will be based on intent-to-treat estimates. As-treated, or treatment-on-
the-treated (TOT), effect parameters will be estimated in secondary analyses and reported as 
exploratory. Between-site differences regarding intervention effects will be assessed based 
on level of staff/facilitator engagement in curricular delivery as well as other observed 
external factors that may interact with the intervention to alter outcomes. SAS software will 
be used for all statistical analyses.
To assess differences at baseline between the youth in the experimental and control groups, 
demographics such as grade-level, race, nativity, and parental education will be compared 
while accounting for within-neighborhood clustering. Demographic variables as well as 
neighborhood-level characteristics resulting in between-arm imbalances will be considered 
as covariates in the primary and secondary analyses.
Participation bias will be assessed by comparison of age and race/ethnicity of youth 
participating in the study compared to the overall demographics of adolescents (school 
district and census data). Significant differences detected via chi-square analysis will be 
noted as potential validity threats.
An attrition analysis will be conducted by comparing youth who completed follow-up 
surveys with those who did not with regard to demographics as well as outcomes measured 
at baseline. All hypotheses will be two-sided tests with a significance level of 5%.
Missing data were minimized as much as possible by keeping the surveys as short as 
possible to reduce survey burden, encouraging youth to be as complete and honest as 
possible by ensuring anonymity of the surveys, and working assiduously with community 
partners to ensure that youth stay engaged and can be tracked to complete follow up surveys. 
Mechanisms for missing data will be investigated by comparing important covariates 
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between youth with and without missing data at each time point. We will characterize these 
mechanisms as 1) missing completely at random (MCAR), 2) missing at random (MAR), or 
3) not missing at random (NMAR). If the nature of our missing data is ignorable (either 
MCAR or MAR), our primary analysis will be sufficient given that it is a likelihood-based 
approach to handling missing data. Additionally, we will conduct various sensitivity 
analyses such as multiple imputation via chained equations (MICE) and complete-case 
analyses. If our missing data is non-ignorable (MCAR), we will investigate other methods 
such as joint or shared parameter models.
The primary outcome for this study is reductions in self-reported perpetration of SV and 
ARA at Time 3, compared to controls. We will examine whether Manhood 2.0 results in 
improvements in the primary outcome assessed at 9 months after end of program (Time 3) 
compared to controls. Generalized linear mixed models (GzLMM) will be used and will 
include variables for baseline SV/ARA perpetration, treatment group, and random effects for 
cluster. For the primary outcome and other binary outcomes, the GzLMMs will be fit using a 
logit link; for all other continuous outcomes, an identity link function will be used.
For positive bystander intervention and the remaining secondary outcomes, the models will 
include variables for the secondary outcome at baseline, treatment group, and random effects 
for cluster. This will allow us to assess the effect of the study arm after accounting for 
clustering within neighborhoods. As an exploratory analysis, all three time points will be 
included in a single generalized linear mixed model to quantify the long-term trajectories of 
each of the secondary outcomes.
Following Twisk and Proper’s recommendations for randomized controlled trials with both 
baseline and follow up measures (in this case abuse perpetration) [100], we will also 
construct multinomial logistic regression models that account for presence or absence of 
baseline perpetration. That is, we will examine intervention effects among youth reporting 
baseline SV/ARA perpetration and the likelihood of becoming ‘non abusive’ at follow up 
(i.e., an ‘early intervention’ effect). Similarly, we will examine intervention effects among 
youth with no baseline SV/ARA perpetration and the likelihood of ‘staying non abusive’ 
(i.e., a primary prevention effect). We have used this approach to analyze intervention effects 
on abuse exposure in our school health center relationship abuse prevention study [101].
We will also conduct two sets of exploratory analyses. First, we will conduct an intensity-
adjusted analysis that reflects the actual delivery of the program. To achieve this, we will use 
a continuous score of “intensity” to replace the binary intervention variable in the models for 
the primary analysis. This score will be calculated for each round (program delivery) by 
using two sources of information. The first is information collected systematically about 
each session by trained research assistants who observed the sessions, including whether 
each task assigned to a module was performed (yes or no). The second is a summary 
measure of overall attendance for each round, tracked by using sign-in sheets with the 
research assistants. The second set will be a per-protocol analysis. This set of models will 
include only participants in the intervention arm that received the full intervention, defined 
as having covered a minimum threshold of tasks across the six sessions and having sufficient 
attendance. These measures replicate the intensity score values, but are then dichotomized to 
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yes or no to receiving the full intervention. All control arm participants will be included in 
these models.
To explore whether demographics, youth pre-intervention risk and protective factors (e.g., 
history of SV/ARA exposure, sexual risk, connectedness), and site-level differences (e.g., 
staff experience, organizational capacity, intervention intensity) moderate the effect of the 
intervention on the primary and secondary outcomes, linear mixed models slightly different 
from those described above will be utilized. The outcome variables will be modeled as a 
function of the following variables: the outcome at baseline, the treatment group, the 
potential moderator, the interaction between the treatment group and moderator, and a 
random effect for cluster. A significant interaction suggests the presence of intervention 
effect heterogeneity, and we will follow the approach of Kraemer [102] by focusing on 
effect size derivation rather than formal hypothesis testing.
2.19. Monitoring
2.19.1. Data monitoring—Given the sensitivity of the questions being asked regarding 
violence perpetration, we received a Certificate of Confidentiality from the Centers for 
Disease Control and Prevention to protect the research data from subpoena. Extra 
precautionary measures were taken to protect the data, including the use of a personally 
created ID code to maintain anonymity of the survey data and an internal data safety and 
monitoring plan, which included the following:
a) Systematically review assessment materials to ensure that assessment is 
conducted appropriately and that participants disclosing abuse or violence 
during the course of taking the survey receive appropriate connection to 
violence-related services and that mandated reports are made by site personnel 
when appropriate.
b) Systematically review notes from research assistants to ensure that participants 
experiencing distress are being connected directly with the site directors and 
youth workers, receiving educational materials, and being referred appropriately; 
this includes ensuring that all research assistants document asking each 
participant about emotional distress after completion of the survey.
c) Monitor staff performance with regard to protection of privacy, confidentiality, 
maintenance of secure data bases, and study procedures designed to reduce the 
risk of distress and potential breaches of confidentiality.
d) Ensure that the PI (Miller), or a designated qualified individual, will be available 
by pager in case research staff needs to confer regarding participants’ behaviors 
or comments made during a survey or other research activities.
e) Ensure that the PI (Miller), or a designated qualified individual, will be available 
by pager in case educators or violence prevention advocates from Center for 
Victims and Pittsburgh Action Against Rape, needs to confer regarding 
participants’ or youth workers’ behaviors or comments made during study 
implementation (i.e., during training, survey administration, or follow up contact 
with site administrators, youth workers and facilitators).
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f) Review and report any adverse events associated with the study.
3. Results
Related to recruitment, at least one site from the 21 neighborhoods agreed to participate 
(Fig. 3). Eleven neighborhoods were allocated to the experimental condition and ten to the 
control condition, and the neighborhood characteristics were similar between intervention 
and control neighborhoods (Table 3). There were a total of 866 age-eligible male youth who 
attended the program (464 in the experimental group; 402 in the control); all 866 enrolled in 
the study and completed a baseline survey (100% participation).
As detailed in Table 3, most participants (70%) identify themselves as Black or African 
American and 88% were born in the US. Participants’ age ranges overall were roughly 
evenly divided across 13–14, 15–16, and 17–19; the intervention arm had a slightly lower 
proportion of 13–14 year olds and higher proportion of 15–16 year olds compared to the 
control arm. At the time of their baseline survey, 22% were in middle school and 62% were 
in high school.
Compared to the control arm, the intervention group had higher proportions of those who 
self-identified as White, Multiracial, or Other racial category, and lower proportions of those 
who self-identified as Black/African American or Hispanic. Intervention and control arm 
participants were similar in all other characteristics.
4. Discussion
“Manhood 2.0” is a gender transformative curriculum adapted from the international setting 
that involves critical reflections, challenging of, and ultimately transforming, harmful gender 
and sexuality norms that foster violence against women and seeks to promote bystander 
intervention (i.e., giving boys skills to interrupt abusive behaviors they witness among peers) 
to reduce the perpetration of sexual violence (SV) and adolescent relationship abuse (ARA). 
This is a community-based cluster-randomized controlled trial in lower resource, Pittsburgh 
neighborhoods that involves high school age adolescent males to test the effectiveness of 
Manhood 2.0. The comparison intervention is a job readiness training program which 
focuses on skills needed to prepare youth for entering the workforce, including goal setting, 
accountability, resume building, and interview preparation. The primary outcome of interest 
is whether Manhood 2.0 reduces SV/ARA perpetration at Time 3 (9 months after program). 
Increases in positive bystander behaviors (i.e., intervening in a peer’s disrespectful or 
harmful behavior) is a secondary outcome. Other related intermediate outcomes are changes 
in recognition of what constitutes abusive behavior, intentions to intervene, and gender 
equitable attitudes.
Strengths of this study are the rigorous approach using a cluster-randomized controlled trial 
design combined with strong partnerships with multiple community partners including 
community leaders, youth serving agencies, churches, libraries, and school districts who 
facilitate recruitment and retention. Additionally, close attention to fidelity to intervention 
will allow for exploratory analyses about implementation: organizational and facilitator-level 
characteristics that contribute to high fidelity to the intervention; strategies community 
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facilitators use for introducing and facilitating discussions; and barriers and facilitators for 
intervention implementation.
The study also has several limitations. The surveys are collected anonymously with each 
participant creating their own personal identification code that only they will know to match 
surveys over time. Thus, the dosage of program received (i.e., proportion of program 
completed) can only be calculated at the level of each round rather than at the individual 
level. As a community-based study recruiting youth who are at high risk for school ‘push 
out,’ retention of this cohort remains a critical challenge, with the most vulnerable at 
especially high risk for being lost to follow up. Additionally, youth who are juvenile justice 
system-involved are particularly difficult to retain. Thus, we are likely to have significant 
missing data from rounds involving justice system-involved youth. We will conduct 
sensitivity analyses both with and without these youth in the sample to examine differences 
in intervention effects.
In summary, this study protocol is intended to evaluate Manhood 2.0 using a rigorous design 
to determine the effectiveness of a community-based sexual violence and adolescent 
relationship abuse prevention program for high school age youth living in low resource 
neighborhoods. Findings may provide urgently needed information about the effectiveness 
of a gender transformative program that combines healthy sexuality skills, gender norms 
change, and bystander skills to interrupt peers’ disrespectful and harmful behaviors to 
reduce SV/ARA perpetration among adolescent males.
Acknowledgments
We wish to thank the many community partners, parents, school administrators, and violence prevention advocates 
who are participating in this study. We are grateful to Center for Victims (David Wingerson and Laurie McDonald), 
Pittsburgh Action Against Rape (Julie Evans and Will McGinnis), and Dorothy Espelage who provided critical 
review of this manuscript.
Funding
Centers for Disease Control and Prevention, U01CE002528.
The findings and conclusions in this report are those of the authors and do not necessarily represent the official 
position of the Centers for Disease Control and Prevention.
References
[1]. World Health Organization, Prevalence and Health Effects of Intimate Partner Violence and Non-
partner Sexual Violence, Italy (2013).
[2]. Black MC, Basile K, Breiding M, Smith S, Walters M, Merrick M, Chen J, Stevens M, The 
National Intimate Partner and Sexual Violence Survey (NISVS): 2010 Summary Report, National 
Center for Injury Prevention and Control Centers for Disease Control and Prevention, Atlanta, 
GA, 2011.
[3]. Dick RN, McCauley HL, Jones KA, Tancredi DJ, Goldstein S, Blackburn S, Monasterio E, James 
L, Silverman JG, Miller E, Cyber dating abuse among teens using school-based health centers, 
Pediatrics 134 (6) (2014) e1560–e1567. [PubMed: 25404724] 
[4]. Silverman JG, Raj A, Mucci LA, Hathaway JE, Dating violence against adolescent girls and 
associated substance use, unhealthy weight control, sexual risk behavior, pregnancy, and 
suicidality, JAMA 286 (5) (2001) 572–579. [PubMed: 11476659] 
Abebe et al. Page 19
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
[5]. Ackard DM, Neumark-Sztainer D, Hannan P, Dating violence among a nationally representative 
sample of adolescent girls and boys: associations with behavioral and mental health, J. Gend. 
Specif. Med 6 (3) (2003) 39–48. [PubMed: 14513575] 
[6]. Amar AF, Gennaro S, Dating violence in college women - associated physical injury, healthcare 
usage, and mental health symptoms, Nurs. Res 54 (4) (2005) 235–242. [PubMed: 16027566] 
[7]. Ramisetty-Mikler S, Goebert D, Nishimura S, Caetano R, Dating violence victimization: 
associated drinking and sexual risk behaviors of Asian, Native Hawaiian, and Caucasian high 
school students in Hawaii, J. Sch. Health. 76 (8) (2006) 423–429. [PubMed: 16978166] 
[8]. Howard D, Wang M, Yan F, Psychosocial factors associated with reports of physical dating 
violence among U.S. adolescent females, Adolescence 42 (166) (2007) 311–324. [PubMed: 
17849938] 
[9]. Champion H, Wagoner K, Song E, Brown V, Wolfson M, Adolescent date fighting victimization 
and perpetration from a multi-community sample: associations with substance use and other 
violent victimization and perpetration, Int. J. Adolesc. Med. Health 20 (4) (2008) 419–429. 
[PubMed: 19230442] 
[10]. Basile KC, Smith SG, Sexual violence victimization of women: prevalence, characteristics, and 
the role of public health and prevention, Am. J. Lifestyle Med 5 (5) (2011) 407–417.
[11]. Exner-Cortens D, Eckenrode J, Rothman E, Longitudinal associations between teen dating 
violence victimization and adverse health outcomes, Pediatrics 131 (1) (2013) 71–78. [PubMed: 
23230075] 
[12]. Foshee V, Reyes H, Gottfredson N, Chang L, Ennett S, A longitudinal examination of 
psychological, behavioral, academic, and relationship consequences of dating abuse victimization 
among a primarily rural sample of adolescents, J. Adolesc. Health 53 (6) (2013) 723–729. 
[PubMed: 23910572] 
[13]. Decker MR, Peitzmeier S, Olumide A, Acharya R, Ojengbede O, Covarrubias L, Gao E, Cheng 
Y, Delany-Moretlwe S, Brahmbhatt H, Prevalence and health impact of intimate partner violence 
and non-partner sexual violence among female adolescents aged 15–19 years in vulnerable urban 
environments: a multi-country study, J. Adolesc. Health 55 (6, Supplement) (2014) S58–S67. 
[PubMed: 25454004] 
[14]. Tharp AT, DeGue S, Valle LA, Brookmeyer KA, Massetti GM, Matjasko JL, A systematic 
qualitative review of risk and protective factors for sexual violence perpetration, Trauma Violence 
Abuse 14 (2) (2012) 133–167. [PubMed: 23275472] 
[15]. Wekerle C, Wolfe DA, The role of child maltreatment and attachment style in adolescent 
relationship violence, Dev. Psychopathol 10 (1998) 571–586. [PubMed: 9741683] 
[16]. Foshee VA, Linder F, MacDougall JE, Bangdiwala S, Gender differences in the longitudinal 
predictors of adolescent dating violence, Prev. Med 32 (2) (2001) 128–141. [PubMed: 11162338] 
[17]. Cleveland H, Herrera V, Stuewig J, Abusive males and abused females in adolescent 
relationships: risk factor similarity and dissimilarity and the role of relationship seriousness, J. 
Fam. Violence 18 (6) (2003) 325–339.
[18]. Abbey A, McAuslan P, Longitudinal examination of male college students perpetration of sexual 
assault, J. Consult. Clin. Psychol 72 (5) (2004) 747–756. [PubMed: 15482033] 
[19]. Degue S, DiLillo D, Understanding perpetrators of nonphysical sexual coercion: characteristics 
of those who cross the line, Violence Vict. 19 (4) (2004) 673–688. [PubMed: 16004069] 
[20]. Foshee VA, Bauman KE, Ennett ST, Linder GF, Benefield T, Suchindran C, Assessing the long-
term effects of the Safe Dates program and a booster in preventing and reducing adolescent 
dating violence victimization and perpetration, Am. J. Public Health 94 (4) (2004) 619–624. 
[PubMed: 15054015] 
[21]. Foshee VA, Benefield TS, Ennett ST, Bauman KE, Suchindran C, Longitudinal predictors of 
serious physical and sexual dating violence victimization during adolescence, Prev. Med 39 (5) 
(2004) 1007–1016. [PubMed: 15475036] 
[22]. Santana MC, Raj A, Decker MR, La Marche A, Silverman JG, Masculine gender roles associated 
with increased sexual risk and intimate partner violence perpetration among young adult men, J. 
Urban Health 83 (4) (2006) 575–585. [PubMed: 16845496] 
Abebe et al. Page 20
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
[23]. Hines DA, Predictors of sexual coercion against women and men: a multilevel, multinational 
study of university students, Arch. Sex. Behav 36 (3) (2007) 403–422. [PubMed: 17333324] 
[24]. Warkentin J, Gidycz C, The use and acceptance of sexually aggressive tactics in college men, J. 
Interpers. Violence 22 (7) (2007) 829–850. [PubMed: 17575065] 
[25]. Reed E, Intimate partner violence: a gender-based issue? Am. J. Public Health 98 (2) (2008) 197–
198. [PubMed: 18172129] 
[26]. McMahon S, Rape myth beliefs and bystander attitudes among incoming college students, J. Am. 
Coll. Heal. 59 (1) (2010) 3–11.
[27]. McCauley HL, Jaime MC, Tancredi DJ, Silverman JG, Decker MR, Austin SB, Jones K, Miller 
E, Differences in adolescent relationship abuse perpetration and gender-inequitable attitudes by 
sport among male high school athletes, J. Adolesc. Health 54 (6) (2014 6) 742–744, 10.1016/
j.jadohealth.2014.01.001 (Epub 2014 Feb 28). [PubMed: 24582876] 
[28]. Courtenay WH, Constructions of masculinity and their influence on men’s well-being: a theory 
of gender and health, Soc. Sci. Med 50 (10) (2000) 1385–1401. [PubMed: 10741575] 
[29]. Barker G, Ricardo C, Nascimento M, Engaging Men and Boys in Changing Gender-Based 
Inequity in Health: Evidence from Programme Interventions, World Health Organization, 
Geneva, Switzerland, 2007.
[30]. Jewkes R, Sikweyiya Y, Morrell R, Dunkle K, Gender inequitable masculinity and sexual 
entitlement in rape perpetration South Africa: findings of a cross-sectional study, PLoS One 6 
(12) (2011).
[31]. Pulerwitz J, Michaelis A, Verma R, Weiss E, Addressing gender dynamics and engaging men in 
HIV programs: lessons learned from Horizons research, Public Health Rep 125 (2) (2010) 282–
292 Washington, DC: 1974. [PubMed: 20297757] 
[32]. Jewkes R, Nduna M, Levin J, Jama N, Dunkle K, Puren A, Duwury N, Impact of Stepping Stones 
on incidence of HIV and HSV-2 and sexual behaviour in rural South Africa: cluster randomised 
controlled trial, Br. Med. J 337 (7666) (2008).
[33]. Miller E, Heisterkamp A, Moideen F, “Coaching boys into men”: training coaches to influence 
young male athletes to prevent violence Against women and girls, Poster Presented at American 
Public Health Association San Diego, CA, 2008.
[34]. Jewkes R, Dunkle K, Nduna M, Shai N, Intimate partner violence, relationship power inequity, 
and incidence of HIV infection in young women in South Africa: a cohort study, Lancet 376 
(9734) (2010) 41–48. [PubMed: 20557928] 
[35]. Jewkes R, Wood K, Duwury N, I woke up after I joined stepping Stones’: meanings of an HIV 
behavioural intervention in rural south African young people’s lives, Health Educ. Res 25 (6) 
(2010) 1074–1084. [PubMed: 20937673] 
[36]. United Nations Population Fund (UNFPA), Promundo, Engaging Men and Boys in Gender 
Equality and Health, New York, 2010, p. 98.
[37]. Miller E, Tancredi DJ, McCauley HL, Decker MR, Virata MC, Anderson HA, Stetkevich N, 
Brown EW, Moideen F, Silverman JG, “Coaching boys into men”: a cluster-randomized 
controlled trial of a dating violence prevention program, J. Adolesc. Health 51 (5) (2012) 431–
438. [PubMed: 23084163] 
[38]. Pulerwitz J, Hughes L, Mehta M, Kidanu A, Verani F, Tewolde S, Changing gender norms and 
reducing intimate partner violence: results from a quasi-experimental intervention study with 
young men in Ethiopia, Am. J. Public Health 105 (1) (2015) 132–137. [PubMed: 25393199] 
[39]. Pulerwitz J, Hui W, Arney J, Scott LM, Changing gender norms and reducing HIV and violence 
risk among workers and students in China, J. Health Commun. 20 (8) (2015) 869–878. [PubMed: 
25950187] 
[40]. Espelage DL, Bosworth K, Simon TR, Examining the social context of bullying behaviors in 
early adolescence, J. Couns. Dev 78 (3) (2000) 326–333.
[41]. Espelage DL, Bosworth K, Simon TR, Short-term stability and prospective correlates of bullying 
in middle-school students: an examination of potential demographic, psychosocial and 
environmental influences, Violence Vict. 16 (4) (2001) 411–426. [PubMed: 11506450] 
Abebe et al. Page 21
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
[42]. Berkowitz A, Fostering men’s responsibility for preventing sexual assault, in: Schewe P (Ed.), 
Preventing Violence in Relationships: Interventions Across the Life Span, American 
Psychological Association, Washington, DC, 2002.
[43]. Verma R, Pulerwitz J, Mahendra V, Khandekar S, Barker G, Fulpagare P, Singh SK, Challenging 
and changing gender attitudes among young men in Mumbai, India, Reprod. Health Matters 14 
(28) (2006) 135–143. [PubMed: 17101432] 
[44]. Espelage DL, Aragon SR, Birkett M, Koenig B, Homophobic teasing, psychological outcomes, 
and sexual orientation among high school students: what influence do parents and schools have? 
Sch. Psychol. Rev 37 (2) (2008) 202–216.
[45]. Reed E, Silverman JG, Raj A, Rothman EF, Decker MR, Gottlieb B, Molnar BE, Miller E, Social 
and environmental contexts of adolescent and young adult perpetrators of intimate partner 
violence, Am. J. Mens Health 2 (2008) 260–272. [PubMed: 19477789] 
[46]. McMahon S, Postmus JL, Koenick RA, Conceptualizing the engaging bystander approach to 
sexual violence prevention on college campuses, J. Coll. Stud. Dev 52 (1) (2011) 115–130.
[47]. Reed E, Silverman JG, Raj A, Decker MR, Miller E, Male perpetration of teen dating violence: 
associations with neighborhood violence involvement, gender attitudes, and perceived peer and 
neighborhood norms, J. Urban Health 88 (2) (2011) 226–239. [PubMed: 21311987] 
[48]. Banyard VL, Plante EG, Moynihan MM, Bystander education: bringing a broader community 
perspective to sexual violence prevention, J. Community Psychol 32 (1) (2004) 61–79.
[49]. Foubert JD, Perry BC, Creating lasting attitude and behavior change in fraternity members and 
male student athletes—the qualitative impact of an empathy-based rape prevention program, 
Violence Against Women 13 (1) (2007) 70–86. [PubMed: 17179405] 
[50]. Tulloch T, Kaufman M, Adolescent sexuality, Pediatr. Rev 34 (1) (2013) 29–37 (quiz 38). 
[PubMed: 23281360] 
[51]. Marques M, Ressa N, The sexuality education initiative: a programme involving teenagers, 
schools, parents and sexual health services in Los Angeles, CA, USA, Reprod. Health Matters 21 
(41) (2013) 124–135. [PubMed: 23684195] 
[52]. Kimmel A, Williams TT, Veinot TC, Campbell B, Campbell TR, Valacak M, Kruger DJ, ‘I make 
sure I am safe and I make sure I have myself in every way possible’: African-American youth 
perspectives on sexuality education, Sex Educ 13 (2) (2013) 172–185. [PubMed: 23585729] 
[53]. Haberland NA, The case for addressing gender and power in sexuality and HIV education: a 
comprehensive review of evaluation studies, Int. Perspect. Sex. Reprod. Health 41 (1) (2015) 31–
42. [PubMed: 25856235] 
[54]. Pulerwitz J, Martin S, Mehta M, Castillo T, Kidanu A, Verani F, Tewolde S, Promoting Gender 
Equity for HIV and Violence Prevention: Results from the PEPFAR Male Norms Initiative 
Evaluation in Ethiopia, PATH, Washington, DC, 2010.
[55]. Kim JC, Watts CH, Hargreaves JR, Ndhlovu LX, Phetla G, Morison LA, Busza J, Porter JD, 
Pronyk P, Understanding the impact of a micro finance-based intervention on women’s 
empowerment and the reduction of intimate partner violence in South Africa, Am. J. Public 
Health 97 (10) (2007) 1794–1802. [PubMed: 17761566] 
[56]. Basile KC, DeGue S, Jones K, Freire K, Dills J, Smith SG, Raiford JL, STOP SV: A Technical 
Package to Prevent Sexual Violence, (2016).
[57]. Basile KC, A Comprehensive Approach to Sexual Violence Prevention, Mass Medical Soc, 2015.
[58]. DeGue S, Valle LA, Holt MK, Massetti GM, Matjasko JL, Tharp AT, A systematic review of 
primary prevention strategies for sexual violence perpetration, Aggress. Violent Behav 19 (4) 
(2014) 346–362. [PubMed: 29606897] 
[59]. Harvey A, Garcia-Moreno C, Butchart A, Primary Prevention of Intimate-Partner Violence and 
Sexual Violence: Background Paper for WHO Expert Meeting May 2-3, 2007, World Health 
Organization, Department of Violence and Injuy Prevention and Disability, Geneva, 2007.
[60]. Fabiano PM, Perkins HW, Berkowitz A, Linkenbach J, Stark C, Engaging men as social justice 
allies in ending violence against women: evidence for a social norms approach, J. Am. Coll. Heal 
52 (3) (2003) 105–112.
[61]. Heise LL, Violence against women: an integrated, ecological framework, Violence Against 
Women 4 (3) (1998) 262–290. [PubMed: 12296014] 
Abebe et al. Page 22
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
[62]. Tharp AT, Carter M, Fasula AM, Hatfield-Timajchy K, Jayne PE, Latzman NE, Kinsey J, 
Advancing adolescent sexual and reproductive health by promoting healthy relationships, J. 
Women’s Health 22 (11) (2013) 911–914.
[63]. Trenholm C, Devaney B, Fortson K, Quay L, Wheeler J, Clark M, Impacts of Four Title V, 
Section 510 Abstinence Education Programs, Mathematica Policy Research, Inc, Princeton, NJ, 
2007.
[64]. Taylor BG, Stein ND, Mumford EA, Woods D, Shifting boundaries: an experimental evaluation 
of a dating violence prevention program in middle schools, Prev. Sci 14 (1) (2013) 64–76. 
[PubMed: 23076726] 
[65]. Wolfe DA, Crooks C, Jaffe P, Chiodo D, Hughes R, Ellis W, Stitt L, Donner A, A school-based 
program to prevent adolescent dating violence a cluster randomized trial, Arch. Pediatr. Adolesc. 
Med 163 (8) (2009) 692–699. [PubMed: 19652099] 
[66]. Foshee VA, Bauman KE, Arriaga XB, Helms RW, Koch GG, Linder GF, An evaluation of Safe 
Dates, an adolescent dating violence prevention program, Am. J. Public Health 88 (1) (1998) 45–
50. [PubMed: 9584032] 
[67]. Nation M, Crusto C, Wandersman A, Kumpfer KL, Seybolt D, Morrissey-Kane E, Davino K, 
What works in prevention: principles of effective prevention programs, Am. Psychol 58 (6-7) 
(2003) 449–456. [PubMed: 12971191] 
[68]. Pennsylvania Department of Health Division of Health Informatics, Resident Live Births by Age 
and Race of Mother by Year of Birth; Counties and Pennsylvania, 2011-2015, http://
www.statistics.health.pa.gov/HealthStatistics/VitalStatistics/BirthStatistics/Documents/
Birth_AgeRaceYear_Cnty_2011_2015.pdf (Accessed 11/15/2017 2017).
[69]. Centers for Disease Control and Prevention, Sexually transmitted disease surveillance 2016, 
Atlanta (2017).
[70]. Allegheny County Health Department, Allegheny County Health Department STD/HIV Program 
2014 Annual STD Report, (Pittsburgh, PA).
[71]. Friedman D, Coben J, Allegheny County injury surveillance system (ACISS) firearm injuries and 
fatalities 2000, Department of Emergency Medicine, Center for Violence and Injury Control, 
Allegheny General Hospital, Pittsburgh, PA, 2001.
[72]. O.O.V.P. Allegheny County Health Department, Allegheny County Health Department, New 
Page Template, http://www.achd.net/commhealth/index.html#GVAC, (2017) Accessed 11/9/2017 
2017.
[73]. Miller E, Levenson R, Herrera L, Kurek L, Stofflet M, Marin L, Exposure to partner, family, and 
community violence: gang-affiliated Latina women and risk of unintended pregnancy, J. Urban 
Health 89 (1) (2012) 74–86. [PubMed: 22160445] 
[74]. Jewkes R, Sen P, Garcia-Moreno C, Sexual violence, in: Krug E, Dahlberg LL, Mercy JA, et al. 
(Eds.), World Report on Violence and Health, World Health Organization, Geneva, Switzerland, 
2002, pp. 213–239.
[75]. Decker M, Miller E, McCauley HL, Tancredi D, Levenson R, Waldman J, Schoenwald P, 
Silverman J, Sex trade among young women attending family planning clinics in Northern 
California, Int. J. Gynecol. Obstet 117 (2) (2012 5) 173–177, 10.1016/j.ijgo.2011.12.019 (Epub 
2012 Feb 21).
[76]. Greco D, Dawgert S, Poverty and Sexual Violence: Building Prevention and Intervention 
Responses, Pennsylvania Coalition Against Rape (PCAR), (2007).
[77]. Miller E, Tancredi DJ, McCauley HL, Decker MR, Virata MC, Anderson HA, O’Connor B, 
Silverman JG, One-year follow-up of a coach-delivered dating violence prevention program: a 
cluster randomized controlled trial, Am. J. Prev. Med 45 (1) (2013) 108–112. [PubMed: 
23790995] 
[78]. National Research Council and Institute of Medicine, Community Programs to Promote Youth 
Development, National Academy Press, Washington, DC, 2002.
[79]. Tancredi DJ, Silverman JG, Decker MR, McCauley HL, Anderson HA, Jones KA, Ciaravino S, 
Hicks A, Raible C, Zelazny S, James L, Miller E, Cluster randomized controlled trial protocol: 
addressing reproductive coercion in health settings (ARCHES). BMC Womens Health 15 (2015) 
57. [PubMed: 26245752] 
Abebe et al. Page 23
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
[80]. Dartnall E, Jewkes R, Sexual violence against women: the scope of the problem, Best Pract. Res. 
Clin. Obstet. Gynaecol 27 (1) (2013) 3–13. [PubMed: 22940107] 
[81]. Koss M, Gidycz C, Sexual experiences survey: reliability and validity, J. Consult. Clin. Psychol 
53 (423) (1985) 422–423. [PubMed: 3874219] 
[82]. AAUW Educational Foundation Sexual Harassment Task Force, Harassment-Free Hallways: 
How to Stop Sexual Harassment in Schools, (2001).
[83]. Espelage DL, Holt MK, Dating violence & sexual harassment across the bully-victim continuum 
among middle and high school students, J. Youth Adolesc 36 (6) (2006) 799–811.
[84]. Ybarra ML, Espelage DL, Mitchell KJ, The co-occurrence of internet harassment and unwanted 
sexual solicitation victimization and perpetration: associations with psychosocial indicators, J. 
Adolesc. Health 41 (6 Suppl 1) (2007) S31–S41. [PubMed: 18047943] 
[85]. Bennett DC, Guran EL, Ramos MC, Margolin G, College students’ electronic victimization in 
friendships and dating relationships: anticipated distress and associations with risky behaviors, 
Violence Vict. 26 (4) (2011) 410–429. [PubMed: 21882666] 
[86]. Brafford LJ, Beck KH, Development and validation of a condom self-efficacy scale for college 
students, J. Am. Coll. Heal 39 (5) (1991) 219–225.
[87]. Cabral RJ, Galavotti C, Stark MJ, Gargiullo PM, Semaan S, Adams J, Green BM, Psychosocial 
factors associated with stage of change for contraceptive use among women at increased risk for 
HIV and STDs, J. Appl. Soc. Psychol 34 (5) (2004) 959–983.
[88]. Aalsma MC, Carpentier MY, Azzouz F, Fortenberry JD, Longitudinal effects of health-harming 
and health-protective behaviors within adolescent romantic dyads, Soc. Sci. Med 74 (9) (2012) 
1444–1451. [PubMed: 22424832] 
[89]. Borrero S, Farkas A, Dehlendorf C, Rocca CH, Racial and ethnic differences in men’s knowledge 
and attitudes about contraception, Contraception 88 (4) (2013) 532–538. [PubMed: 23697702] 
[90]. Carvajal DN, Ghazarian SR, Shea Crowne S, Bohrer Brown P, Carter Pokras O, Duggan AK, 
Barnet B, Is depression associated with contraceptive motivations, intentions, and use among a 
sample of low-income Latinas? Womens Health Issues 24 (1) (2014) e105–e113. [PubMed: 
24439935] 
[91]. Rothman EF, Decker MR, Silverman JG, Evaluation of a teen dating violence social marketing 
campaign: lessons learned when the null hypothesis was accepted, N. Dir. Eval 2006 (110) 
(2006) 33–44.
[92]. Pulerwitz J, Barker G, Measuring attitudes toward gender norms among young men in Brazil: 
development and psychometric evaluation of the GEM scale, Men Masculinities 10 (3) (2008) 
322–338.
[93]. Chu JY, Porche MV, Tolman DL, The adolescent masculinity ideology in relationships scale: 
development and validation of a new measure for boys, Men Masculinities 8 (1) (2005) 93–115.
[94]. Hemming K, Girling AJ, Sitch AJ, Marsh J, Lilford RJ, Sample size calculations for cluster 
randomised controlled trials with a fixed number of clusters, BMC Med. Res. Methodol 11 
(2011) 102. [PubMed: 21718530] 
[95]. Miller E, Tancredi DJ, McCauley HL, Decker MR, Virata MCD, Anderson HA, O’Connor B, 
Silverman JG, One-year follow-up of a coach-delivered dating violence prevention program: a 
cluster randomized controlled trial, Am. J. Prev. Med 45 (1) (2013) 108–112. [PubMed: 
23790995] 
[96]. Ripper L, Ciaravino S, Jones K, Jaime MCD, Miller E, Use of a respondentgenerated personal 
code for matching anonymous adolescent surveys in longitudinal studies, J. Adolesc. Health 60 
(6) (2017) 751–753. [PubMed: 28279541] 
[97]. Krumpal I, Determinants of social desirability bias in sensitive surveys: a literature review, Qual. 
Quant 47 (4) (2013) 2025–2047.
[98]. Whelan TJ, Anonymity and confidentiality: Do survey respondents know the difference, Poster 
Presented at the 30th Annual Meeting of the Society of Southeastern Social Psychologists, 
Durham, NC, 2007.
[99]. Joinson AN, Woodley A, Reips U-D, Personalization, authentication and self-disclosure in self-
administered Internet surveys, Comput. Hum. Behav 23 (1) (2007) 275–285.
Abebe et al. Page 24
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
[100]. Proper K, Twisk J, Is analysis of covariance the most appropriate way to analyse changes in 
randomized controlled trials? J. Clin. Epidemiol 58 (2) (2005) 211–212.
[101]. Miller E, Goldstein S, McCauley HL, Jones KA, Dick RN, Jetton J, Silverman J, Blackburn S, 
James L, Tancredi DJ, School Health Center Healthy Adolescent Relationships Program 
(SHARP): A Cluster Randomized Controlled Trial, (2014).
[102]. Kraemer H, Kiernan M, Essex M, Kupfer D, How and why criteria defining moderators and 
mediators differ between the Baron & Kenny and MacArthur approaches, Health Psychol 27 (2 
Suppl) (2008) S101–S108. [PubMed: 18377151] 
[103]. A+ Schools, 2017 Report to the Community Report to the Community, A + Schools, Pittsburgh, 
PA, 2017.
[104]. U.S. News, Pittsburgh SD Public Schools | Pennsylvania|Best High Schools, https://
www.usnews.com/education/best-high-schools/pennsylvania/districts/pittsburgh-sd, (2017) 
Accessed 11/2/2017 2017.
Abebe et al. Page 25
Contemp Clin Trials. Author manuscript; available in PMC 2019 July 22.
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
A
uthor M
an
u
script
Fig. 1. 
Conceptual model for Program H.
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Fig. 2. 
Manhood 2.0: engendering healthy masculinities – study flow.
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Fig. 3. 
CONSORT diagram.
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s a
re
 id
en
tif
ie
d 
as
 e
co
no
m
ic
al
ly
 d
isa
dv
an
ta
ge
d 
ba
se
d 
on
 th
e 
sta
te
’s
 D
ire
ct
 C
er
tif
ic
at
io
n 
pr
oc
es
s, 
w
hi
ch
 c
an
 in
cl
ud
e 
po
v
er
ty
 d
at
a 
so
ur
ce
s s
uc
h 
as
 th
e 
Su
pp
le
m
en
ta
l 
N
ut
rit
io
n 
A
ss
ist
an
ce
 P
ro
gr
am
, T
ra
n
sit
io
na
l A
ss
ist
an
ce
 fo
r F
am
ili
es
 w
ith
 D
ep
en
de
nt
 C
hi
ld
re
n,
 o
r M
ed
ic
ai
d 
el
ig
ib
ili
ty
; a
nd
 c
hi
ld
re
n 
liv
in
g 
in
 fo
ste
r c
ar
e.
b S
tu
de
nt
 st
ab
ili
ty
 ra
te
: t
ot
al
 n
um
be
r o
f s
tu
de
nt
s w
ho
 d
id
n’
t t
ra
ns
fe
r d
ur
in
g 
th
e 
en
tir
e 
ye
ar
 d
iv
id
ed
 b
y 
th
e 
of
fic
ia
l e
nr
ol
lm
en
t f
or
 th
at
 y
ea
r, 
w
hi
ch
 is
 c
al
cu
la
te
d 
in
 O
ct
ob
er
.
c G
ra
du
at
io
n 
ra
te
: r
at
e 
of
 in
di
v
id
ua
l 9
th
 g
ra
de
rs
 in
 2
01
2 
w
ho
 g
ra
du
at
ed
 in
 2
01
6 
or
 ea
rli
er
.
d C
hr
on
ic
 a
bs
en
te
ei
sm
: t
he
 p
er
ce
nt
ag
e 
of
 st
ud
en
ts 
w
ho
 w
er
e 
ab
se
nt
 1
0%
 o
r m
or
e 
of
 th
e 
da
ys
 th
ey
 w
er
e 
en
ro
lle
d 
in
 th
e 
sc
ho
ol
.
e S
ch
oo
l s
us
pe
ns
io
n:
 p
er
ce
nt
ag
e 
of
 st
ud
en
ts 
w
ho
 w
er
e 
su
sp
en
de
d 
(ou
t-o
f-s
ch
oo
l s
us
pe
ns
ion
s o
nly
) a
t le
ast
 on
ce
 du
rin
g t
he
 sc
ho
ol 
ye
ar.
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Ta
bl
e 
2
In
di
v
id
ua
l y
ou
th
-le
v
el
 o
ut
co
m
e 
m
ea
su
re
s.
C
on
st
ru
ct
R
es
po
ns
e 
op
tio
ns
Su
rv
ey
s
It
em
s
Pr
im
ar
y 
O
ut
co
m
e:
 A
ny
 S
ex
u
al
 V
io
le
nc
e/
A
do
le
sc
en
t R
el
at
io
ns
hi
p 
A
bu
se
 P
er
pe
tra
tio
n 
(co
mp
ari
ng
 di
ffe
re
nc
es
 b
et
w
ee
n 
in
te
rv
en
tio
n 
an
d 
co
nt
ro
l a
t T
im
e 
3)
Ph
ys
ic
al
/se
x
u
al
 IP
V
 [7
9]
Ye
s/n
o 
to
 e
ac
h
M
od
el
ed
 a
s y
es
 to
 a
ny
 li
fe
tim
e 
(ba
sel
ine
 on
ly)
 an
d y
es 
to 
an
y 
pa
st 
9 
m
on
th
s
X
X
H
av
e 
YO
U 
do
ne
 an
y 
of
 th
e f
ol
lo
w
in
g 
to
 so
m
eo
ne
 y
ou
 w
er
e i
n 
a r
el
at
io
ns
hi
p 
w
ith
 (li
ke
 
he
 o
r s
he
 w
as
 y
ou
r p
ar
tn
er
/g
irl
fri
en
d/
bo
yf
rie
nd
, y
ou
 w
er
e d
ati
ng
 o
r g
oi
ng
 o
ut
 w
ith
, 
th
em
) o
r h
oo
kin
g u
p w
ith
:
 
1.
 …
[ev
er
/in
 th
e 
pa
st 
9 
m
on
th
s] 
hit
, p
us
he
d, 
sla
pp
ed
, c
ho
ke
d 
or
 o
th
er
w
ise
 p
hy
sic
al
ly
 
hu
rt 
so
m
eo
ne
 y
ou
 w
er
e 
go
in
g 
ou
t w
ith
 o
r h
oo
ki
ng
 u
p 
w
ith
? 
(in
clu
de
 su
ch
 th
ing
s a
s 
hi
tti
ng
, s
la
m
m
in
g 
in
to
 so
m
et
hi
ng
, o
r i
nju
rin
g w
ith
 an
 ob
jec
t o
r w
eap
on
.)
 
2.
 …
[ev
er
/in
 th
e 
pa
st 
9 
m
on
th
s] 
us
ed
 ph
ys
ic
al
 fo
rc
e 
or
 th
re
at
s t
o 
m
ak
e 
so
m
eo
n
e 
yo
u 
w
er
e 
go
in
g 
ou
t w
ith
 o
r h
oo
ki
ng
 u
p 
w
ith
 h
av
e 
se
x
 (v
ag
in
al
, o
ra
l, 
or
 a
na
l s
ex
) w
he
n t
he
y 
di
dn
’t 
w
an
t t
o?
 
3.
 …
 [e
v
er
/in
 th
e 
pa
st 
9 
m
on
th
s] 
ha
d s
ex
 w
ith
 so
m
eo
ne
 y
ou
 w
er
e 
go
in
g 
ou
t w
ith
 o
r 
ho
ok
in
g 
up
 w
ith
 w
he
n 
th
ey
 d
id
n’
t w
an
t t
o 
or
 b
ec
au
se
 y
ou
 m
ad
e 
th
em
 fe
el
 li
ke
 th
ey
 
di
dn
’t 
ha
v
e 
a 
ch
oi
ce
 (e
v
en
 th
ou
gh
 y
ou
 d
id
 n
ot
 u
se
 p
hy
sic
al
 fo
rc
e 
or
 th
re
at
s)?
D
at
in
g 
ab
u
se
 [3
7]
B
as
el
in
e
 
-
 
N
o,
 I 
ha
v
e 
n
ev
er
 d
on
e 
th
is 
to
 
so
m
eo
n
e 
I w
as
 in
 a
 re
la
tio
ns
hi
p 
w
ith
 
-
 
Ye
s,
 I 
ha
v
e 
do
ne
 th
is 
in
 th
e 
pa
st 
9 
m
on
th
s
 
-
 
Ye
s,
 I 
ha
v
e 
do
ne
 th
is,
 b
u
t n
ot
 
in
 th
e 
pa
st 
9 
m
on
th
s
T3
: Y
es
/n
o
M
od
el
ed
 a
s s
um
m
ar
y 
sc
or
e 
fo
r 
lif
et
im
e 
(ba
sel
ine
 on
ly)
 an
d p
ast
 9 
m
o
n
th
s
X
X
H
av
e 
YO
U 
do
ne
 an
y 
of
 th
e f
ol
lo
w
in
g 
to
 so
m
eo
ne
 y
ou
 w
er
e g
oi
ng
 o
ut
 w
ith
 (li
ke
 h
e o
r 
sh
e w
as
 y
ou
r p
ar
tn
er
/g
irl
fri
en
d/
bo
yf
rie
nd
, y
ou
 w
er
e d
ati
ng
 th
em
) o
r h
oo
kin
g u
p w
ith
:
 
1.
 S
pr
ea
d 
ru
m
or
s a
bo
ut
 th
ei
r s
ex
u
al
 re
pu
ta
tio
n,
 li
ke
 te
lli
ng
 p
eo
pl
e 
th
ey
’re
 ‘e
as
y’
.
 
2.
 C
on
v
in
ce
d 
th
em
 to
 h
av
e 
se
x
, 
af
te
r t
he
y 
ha
d 
sa
id
 n
o 
a 
fe
w
 ti
m
es
.
 
3.
 M
ad
e 
th
em
 h
av
e 
se
x
 w
he
n 
th
ey
 d
id
n’
t w
an
t t
o.
 
4.
 P
hy
sic
al
ly
 h
ur
t t
he
m
 (l
ike
 s
ho
v
in
g,
 g
ra
bb
in
g,
 sl
ap
pi
ng
, p
un
ch
in
g,
 c
ho
ki
ng
).
 
5.
 T
hr
ea
te
ne
d 
to
 h
ur
t t
he
m
 if
 th
ey
 d
id
n’
t d
o 
w
ha
t y
ou
 w
an
te
d 
th
em
 to
 d
o.
 
6.
 Y
el
le
d 
at
 th
em
 o
r d
es
tro
ye
d 
so
m
et
hi
ng
 th
at
 b
el
on
ge
d 
to
 th
em
.
 
7.
 C
al
le
d 
th
em
 n
am
es
, l
ik
e 
u
gl
y 
or
 st
up
id
.
 
8.
 T
o
ld
 th
em
 n
ot
 to
 ta
lk
 to
 o
th
er
s o
r t
ol
d 
th
em
 w
ho
 th
ey
 c
ou
ld
 h
an
g 
ou
t w
ith
.
 
9.
 S
ho
w
ed
 fr
ie
nd
s o
r p
os
te
d 
pi
ct
ur
es
 o
f t
he
m
 n
ak
ed
 o
r d
oi
ng
 so
m
et
hi
ng
 se
x
u
al
.
 
 
10
. T
al
ke
d 
ab
ou
t w
ha
t y
ou
 a
nd
 y
ou
r p
ar
tn
er
 d
o 
se
x
u
al
ly
 w
ith
 y
ou
r f
rie
nd
s o
r p
ee
rs
.
N
on
-p
ar
tn
er
 se
x
u
al
 v
io
le
nc
e 
[7
9]
Ye
s/n
o 
to
 e
ac
h
M
od
el
ed
 a
s y
es
 to
 a
ny
 li
fe
tim
e 
(ba
sel
ine
 on
ly)
 an
d y
es 
to 
an
y 
pa
st 
9 
m
on
th
s
X
X
N
ow
 th
in
k 
ab
ou
t e
x
pe
rie
nc
es
 y
ou
 m
ay
 h
av
e 
ha
d 
wi
th
 p
eo
pl
e w
ho
 y
ou
 w
er
e N
OT
 g
oi
ng
 
o
u
t w
ith
 o
r h
oo
ki
ng
 u
p 
w
ith
 (th
is 
co
uld
 in
clu
de
 st
ran
ge
rs,
 fr
ien
ds,
 fa
m
ily
, 
o
r 
pe
op
le
 y
ou
 
do
n’
 k
no
w
 w
el
l).
Pl
ea
se
 te
ll 
us
 w
he
th
er
 Y
OU
 h
av
e 
[ev
er
/in
 th
e p
as
t 9
 m
on
th
s] 
do
ne
 th
ese
 th
ing
s t
o 
an
yo
ne
 y
ou
 w
er
e N
OT
 g
oi
ng
 o
ut
 o
r h
oo
ki
ng
 u
p 
w
ith
:
 
1.
 …
us
ed
 p
hy
sic
al
 fo
rc
e 
or
 th
re
at
s t
o 
m
ak
e 
so
m
eo
n
e 
yo
u 
w
er
e 
no
t g
oi
ng
 o
ut
 w
ith
 o
r 
ho
ok
in
g 
up
 w
ith
 h
av
e 
se
x
 (v
ag
in
al
, o
ra
l, 
or
 a
na
l s
ex
) w
ith
 yo
u w
he
n t
he
y 
di
dn
’t 
w
an
t 
to
?
 
2.
 …
in
sis
te
d 
th
at
 so
m
eo
ne
 y
ou
 w
er
e 
no
t g
oi
ng
 o
ut
 w
ith
 o
r h
oo
ki
ng
 u
p 
w
ith
 h
av
e 
se
x
 
(va
gi
na
l, 
or
al
, o
r a
na
l s
ex
) w
he
n t
he
y 
di
dn
’t 
w
an
t t
o,
 w
ith
ou
t u
sin
g 
fo
rc
e 
or
 th
re
at
s?
Se
x
u
al
 h
ar
as
sm
en
t [
82
,
83
]
4 
po
in
t s
ca
le
 fo
r f
re
qu
en
cy
: 
n
ev
er
/a
 fe
w
 ti
m
es
/o
nc
e 
or
 tw
ic
e 
a 
w
ee
k/
ev
er
y 
da
y 
or
 a
lm
os
t e
v
er
y 
da
y
M
od
el
ed
 a
s a
 su
m
m
ar
y 
sc
or
e 
of
 
re
sp
on
se
s o
f “
a 
fe
w
 ti
m
es
” 
or
 
m
o
re
 o
fte
n
X
X
In
 th
e p
as
t 9
 m
on
th
s s
in
ce
 [i
ns
ert
 m
on
th]
, h
ow
 o
fte
n 
ha
ve
 y
ou
 d
on
e t
he
 fo
llo
w
in
g 
th
in
gs
 to
 so
m
eo
ne
 w
he
n 
th
ey
 d
id
 n
ot
 w
an
t y
ou
 to
?
 
1.
 M
ad
e 
un
w
el
co
m
e 
se
x
u
al
 c
om
m
en
ts,
 jo
ke
s,
 g
es
tu
re
s, 
or
 lo
ok
s?
 
2.
 S
ho
w
ed
, g
av
e,
 o
r 
le
ft 
se
x
u
al
 p
ic
tu
re
s, 
dr
aw
in
gs
, m
es
sa
ge
s, 
or
 n
ot
es
?
 
3.
 S
pr
ea
d 
se
x
u
al
 ru
m
or
s a
bo
ut
 th
em
?
 
4.
 T
o
u
ch
ed
, g
ra
bb
ed
, o
r p
in
ch
ed
 th
em
 in
 a
 se
x
u
al
 w
ay
?
 
5.
 F
o
rc
ed
 th
em
 to
 k
iss
 y
ou
?
Cy
be
r s
ex
u
al
 a
bu
se
 [3
,
84
,
85
]
4 
po
in
t s
ca
le
 fo
r f
re
qu
en
cy
: 
n
ev
er
/a
 fe
w
 ti
m
es
/o
nc
e 
or
 tw
ic
e 
a 
w
ee
k/
ev
er
y 
da
y 
or
 a
lm
os
t e
v
er
y 
da
y
X
X
In
 th
e p
as
t 9
 m
on
th
s s
in
ce
 [i
ns
ert
 m
on
th]
, h
ow
 o
fte
n 
di
d 
yo
u 
do
 th
e f
ol
lo
w
in
g 
to
 
so
m
eo
n
e?
 H
ow
 o
fte
n 
di
d 
yo
u…
 
1.
 …
try
 to
 g
et
 th
em
 to
 ta
lk
 a
bo
ut
 se
x
 w
he
n 
th
ey
 d
id
 n
ot
 w
an
t t
o…
 
2.
 …
as
k 
th
em
 to
 d
o 
so
m
et
hi
ng
 se
x
u
al
 th
at
 th
ey
 d
id
 n
ot
 w
an
t t
o 
do
…
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C
on
st
ru
ct
R
es
po
ns
e 
op
tio
ns
Su
rv
ey
s
It
em
s
M
od
el
ed
 a
s y
es
 fo
r a
ny
 re
sp
on
se
 
o
f “
a 
fe
w
 ti
m
es
” 
or
 m
or
e 
of
te
n
 
3.
 …
po
st 
or
 p
ub
lic
ly
 sh
ar
e 
a 
nu
de
 o
r s
em
i-n
ud
e 
pi
ct
ur
e 
of
 th
em
…
 
 
 
…
u
sin
g 
m
ob
ile
 a
pp
s, 
so
ci
al
 n
et
w
o
rk
s, 
te
x
ts
, o
r o
th
er
 d
ig
ita
l c
om
m
un
ic
at
io
n?
In
ca
pa
ci
t-a
te
d 
se
x
 [8
0]
Ye
s/n
o
X
X
In
 th
e 
pa
st 
9 
m
on
th
s s
in
ce
 [i
ns
ert
 m
on
th]
, h
av
e 
yo
u 
do
ne
 so
m
et
hi
ng
 se
x
u
al
 w
ith
 
so
m
eo
n
e 
w
he
n 
th
ey
 w
er
e 
to
o 
dr
un
k 
or
 h
ig
h 
to
 st
op
 y
ou
 (t
his
 ca
n i
nc
lud
e k
iss
ing
, 
to
uc
hi
ng
, f
in
ge
rin
g 
th
em
, o
r h
av
in
g 
in
te
rc
ou
rs
e)?
U
se
 o
f a
lc
oh
ol
 o
r d
ru
gs
 o
n 
pu
rp
os
e 
[8
1]
Ye
s/n
o
X
X
In
 th
e 
pa
st 
9 
m
on
th
s s
in
ce
 [i
ns
ert
 m
on
th]
, h
av
e 
yo
u 
gi
v
en
 s
o
m
eo
n
e 
al
co
ho
l o
r d
ru
gs
 o
n 
pu
rp
os
e 
so
 y
ou
 c
ou
ld
 d
o 
so
m
et
hi
ng
 se
x
u
al
 w
ith
 th
em
 (t
his
 ca
n i
nc
lud
e k
iss
ing
, 
to
uc
hi
ng
, f
in
ge
rin
g 
th
em
, o
r h
av
in
g 
in
te
rc
ou
rs
e)?
T1
EO
P
T2
T3
Se
co
nd
ar
y 
O
ut
co
m
es
: b
ys
ta
nd
er
 b
eh
av
io
rs
, i
nt
en
tio
ns
 to
 in
te
rv
en
e,
 g
en
de
r 
at
tit
ud
es
, r
ec
o
gn
iti
on
 o
f a
bu
siv
e 
be
ha
v
io
r, 
co
n
do
m
 a
nd
 c
on
tr
ac
ep
tiv
e 
se
lf-
ef
fic
ac
y 
(d
iff
er
en
ce
s 
be
tw
ee
n 
in
te
rv
en
tio
n 
an
d 
co
nt
ro
l a
t T
im
e 
2 
an
d 
Ti
m
e 
3)
Po
sit
iv
e 
by
sta
nd
er
 in
te
rv
en
tio
n 
be
ha
v
io
rs
 [3
7]
I h
av
e 
n
o
t e
x
pe
rie
nc
ed
 th
is 
in
 th
e 
pa
st 
3 
m
on
th
s. 
(0)
I d
id
n’
t s
ay
 a
ny
th
in
g.
 (−
1)
I t
ol
d 
th
e 
pe
rs
on
 in
 p
ub
lic
 th
at
 
ac
tin
g 
lik
e 
th
at
 w
as
 n
o
t o
ka
y.
 
(+
1)
I l
au
gh
ed
 o
r w
en
t a
lo
ng
 w
ith
 it
 
(−
1)
I t
ol
d 
th
e 
pe
rs
on
 in
 p
riv
at
e 
th
at
 
ac
tin
g 
lik
e 
th
at
 w
as
 n
o
t o
ka
y.
 
(+
1)
I t
al
ke
d 
to
 a
n 
im
po
rta
nt
 a
du
lt 
ab
ou
t i
t p
riv
at
el
y 
(li
ke
 y
ou
th
 
le
ad
er
,
 
te
ac
he
r, 
co
ac
h).
 (+
1)
Su
m
 it
em
s w
ith
 a
t l
ea
st 
1 
po
sit
iv
e 
re
sp
on
se
 b
eh
av
io
r (
no
ted
 as
 +1
) 
en
do
rs
ed
X
X
X
Th
e f
ol
lo
w
in
g 
qu
es
tio
ns
 as
k 
ab
ou
t s
pe
cif
ic
 b
eh
av
io
rs
 th
at
 y
ou
 m
ay
 h
av
e 
se
en
 o
r 
he
ar
d 
am
o
n
g 
yo
ur
 m
al
e p
ee
rs
 o
r f
rie
nd
s. 
If 
yo
u 
ex
pe
rie
nc
ed
 th
is 
at 
lea
st 
on
ce
 in
 th
e p
as
t 3
 
m
o
n
th
s, 
ho
w
 d
id
 y
ou
 re
sp
on
d?
 
1.
 M
ak
in
g 
ru
de
 o
r d
isr
es
pe
ct
fu
l c
om
m
en
ts 
ab
ou
t a
 g
irl
’s
 b
od
y, 
cl
ot
hi
ng
, o
r m
ak
e-
u
p.
 
2.
 S
pr
ea
di
ng
 ru
m
or
s a
bo
ut
 a
 g
irl
’s
 se
x
u
al
 re
pu
ta
tio
n,
 li
ke
 s
ay
in
g 
“s
he
’s
 e
as
y.
”
 
3.
 T
el
lin
g 
se
x
u
al
 jo
ke
s 
th
at
 d
isr
es
pe
ct
 w
o
m
en
 a
n
d 
gi
rls
.
 
4.
 B
ra
gg
in
g 
ab
ou
t w
ha
t t
he
y 
an
d 
th
ei
r g
irl
fri
en
d 
do
 se
x
u
al
ly
.
 
5.
 S
ho
w
in
g 
ot
he
r p
eo
pl
e 
se
x
u
al
 m
es
sa
ge
s o
r n
ak
ed
/se
x
u
al
 p
ic
tu
re
s o
f a
 g
irl
 o
n 
a 
ce
ll 
ph
on
e 
or
 th
e 
in
te
rn
et
.
 
6.
 D
oi
ng
 u
nw
el
co
m
e o
r u
ni
nv
ite
d 
th
in
gs
 to
w
ar
d 
a 
gi
rl 
(or
 gr
ou
p o
f g
irl
s) 
su
ch
 as
 
ho
w
lin
g,
 w
hi
stl
in
g,
 o
r m
ak
in
g 
se
x
u
al
 g
es
tu
re
s.
 
7.
 F
ig
ht
in
g 
w
ith
 a
 g
irl
 w
he
re
 h
e’
s s
ta
rti
ng
 to
 c
us
s a
t o
r t
hr
ea
te
n 
he
r.
 
8.
 T
ak
in
g 
se
x
u
al
 a
dv
an
ta
ge
 o
f a
 g
irl
 (l
ike
 to
uc
hi
ng
, k
iss
in
g,
 h
av
in
g 
se
x
 w
ith
) w
ho
 is
 
dr
un
k.
 H
ig
h 
fro
m
 d
ru
gs
, o
r p
as
se
d 
ou
t.
 
9.
 S
ho
v
in
g,
 g
ra
bb
in
g,
 o
r o
th
er
w
ise
 p
hy
sic
al
ly
 h
ur
tin
g 
a 
gi
rl.
Co
nd
om
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Table 3
Baseline characteristics of participants.
Demographics
Total (n=866) % (n)
Treatment arm p-Valuea
Intervention (n = 464) 
% (n)
Control (n = 402) % 
(n)
Age (years) 0.0707
 13–14 32.3 (280) 28.5 (132) 36.8 (148)
 15–16 39.0 (338) 42.5 (197) 35.1 (141)
 17–19 28.4 (246) 28.9 (134) 27.9 (112)
Race 0.0075
 Black/African American 70.3 (609) 68.1 (316) 72.9 (293)
 White 3.4 (29) 4.7 (22) 1.7 (7)
 Hispanic 6.1 (53) 3.5 (16) 9.2 (37)
 Multiracial 6.4 (55) 8.0 (37) 4.5 (18)
 Other 8.1 (70) 10.3 (48) 5.5 (22)
Born in the United States 0.6619
 Yes 87.5 (758) 88.2 (409) 86.8 (349)
 No 5.7 (49) 6.7 (31) 4.5 (18)
Education status 0.3406
 Currently in school 84.8 (734) 85.8 (398) 83.6 (336)
 Not in school – completed high school degree 3.2 (28) 3.0 (14) 3.5 (14)
 Not in school – did not complete high school degree 4.9 (42) 4.1 (19) 5.7 (23)
Current grade levelb 0.3691
 8th 22.2 (163) 18.8 (75) 26.2 (88)
 9th 24.5 (180) 25.1 (100) 23.8 (80)
 10th 20.4 (150) 21.9 (87) 18.8 (63)
 11th 17.7 (130) 18.8 (75) 16.4 (55)
 12th 9.8 (72) 11.1 (44) 8.3 (28)
 College 0.8 (6) 0.5 (2) 1.2 (4)
Parents’/guardians’ highest education 0.7656
 Did not complete high school 43.7 (378) 41.8 (194) 45.8 (184)
 Completed high school or GED 17.2 (149) 17.0 (79) 17.4 (70)
 Some college 7.6 (66) 7.5 (35) 7.7 (31)
 College degree or higher 24.0 (208) 25.9 (120) 21.9 (88)
aWald log-linear chi square, accounting for clustering.
bAmong those who reported currently being in school.
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